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During complaint investigation number 29595 and | i !
28973, conducted on June 26, 2012, at Bridge at ; !
South Pittsburg, no deﬁc:encres were cited in ;
relation to the complaint, under 42 CFR Part ;
482.13, Requirements for Long Term Care. i i
|
If H
|
i
i
i E
i 5
i :
i E
Division of Health Care Facilities TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

oot JZ6811

If continuation sheet 1 of 1




